After general anesthesia was achieved we performed cystoscopy and retrograde pyelogram that revealed a significantly dilated and tortuous ureter. We attempted stent placement, but due to tortuosity of the ureter we were unsuccessful and a sensor wire was left in place at the mid-ureter. Three robotic ports were placed and the robot was docked. We carefully mobilized the left distal ureter. A ureterotomy was made proximal to the UVJ obstruction. A cystotomy was made next to the ureterotomy. A ureteral stent was advanced over the pre-placed wire through the native ureteral orifice, proximal ureter, out the ureterotomy, and into the cystostomy. This resulted in both ends of the stent in the bladder. A ureterovesical anastomosis was performed. A JP drain and Foley were left in place.
INTRODUCTION AND OBJECTIVES:
Cloacal exstrophy is a rare diagnosis that occurs in 1 out of 250,000 live births. There are often multiple anomalies associated with cloacal exstrophy and is also known as OEIS syndrome because of the features often found together: omphalocele, exstrophy of bladder and gastrointestinal tract, imperforate anus, and spinal abnormalities. The internal anatomy especially the reproductive organs of a cloacal exstrophy patient may be difficult to evaluate by physical exam and imaging modalities. Here we present two cases of cloacal exstrophy female patients undergoing diagnostic laparoscopy to clearly identify the complex anatomy prior to second stage reconstruction.
METHODS: A 5mm laparoscopic port with zero degree camera was placed at the level of planned umbilicoplasty in both patients. A laparoscopic grasper was used to help identify intra-abdominal structures.
RESULTS: In the first patient, we were able to identify bilateral ovaries, bilateral fallopian tubes, hemi-ureteri, and possible hemivaginal remnants. We also were able to appreciate dilated ureters prior to second stage reconstruction likely due to non-obstructed, nonrefluxing megaureters. The second patient was thought to be a cloacal malformation patient with one perineal opening and a low set umbilicus later diagnosed as a covered cloacal exstrophy patient. Multiple exams under anesthesia, abdominal/pelvic MRI, cystogram, retrograde pyelograms, and mucous fistulograms were performed to identify anatomy. However, anatomy was still unclear. Diagnostic laparoscopy allowed us to identify similar anatomy including bilateral ovaries, bilateral fallopian tubes, hemi-ureteri, and possible hemivaginal remnants. We also identified the anatomy of the bladder halves, mucous fistula, and blind-ending hindgut connecting to the perineal opening. What was thought to be the clocacal exstrophy behind the ventral wall defect was simply an umbilical hernia.
CONCLUSIONS: To our knowledge, this is the first video describing laparoscopy in a cloacal exstrophy patient and a covered cloacal exstrophy patient which offers clear delineation of anatomy prior to complex reconstruction. It also helps identify reproductive organs which would otherwise not be identified. This allows us to properly counsel these patients and their families. RESULTS: The operative time was 90 minutes. The case was done without any intraoperative complications, no significant blood loss and the patient was discharged the day after the procedure. A double J stent was placed intraoperatively and removed after two weeks. This was the first described pediatric pyeloplasty performed using the Flexdex Ò needle driver. After 90 days of follow-up, there was no complications reported and the patient reported no more back pain.
CONCLUSIONS: Laparoscopic pyeloplasty using FlexdexÒ is feasible and can be easily be done in centers with expertise in laparoscopic surgeries.
Source of Funding: Flexdex donated one laparoscopic articulating needle driver for testing. The donation was not made for publishing purposes.
V07-09 THE KIDNEY THAT WASN'T
Anne-Sophie Blais, Douglas Cheung, Fadi Zu'bi*, Martin Koyle, Walid Farhat, Toronto, Canada INTRODUCTION AND OBJECTIVES: A14-year-old girl presented to the Emergency Room with severe lower abdominal pain. She described her pain as intermittent left stabbing colic-like pain, occasionally associated with her menses. Upon investigation, she was found to have a non-functioning dilated large pelvic kidney with normal mullerian organs. She was offered a laparoscopic nephrectomy. Herein, we show a video depicting the surgical technique and the unexpected postoperative pathologic findings.
METHODS: Using a 3 trocar laparoscopic approach, a transperitoneal nephrectomy was done. Upon entry in the abdomen the kidney was easily visualized. Using the LigaSure, the omentum draping the kidney was circumferentially taken down. We noted an unusual appearance to the kidney with abnormal appearing cystic structures and lobulations. As we dissected further medially, multiple small renal vessels arising from the iliac vessels were clipped and cauterized. On the lateral edge of the kidney, a tubular structure that appeared to be a bifid pelvis was transected. Finally, the kidney was freed from the pelvis. Vol. 201, No. 4S, Supplement, Sunday, May 5, 2019 THE JOURNAL OF UROLOGY Ò e763
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